I. Introduction
High prevalence of clinical depression in alcohol use disorders has been reported in several studies. [1] [2] [3] Prevalence estimates of such co-morbidity in various settings ranged between 16-68%. 1 The nature of this dual relationship is of interest to mental health professionals. 4 The interest is not only due to the challenge of getting an accurate diagnosis but the implications for treatment and long term prognosis. 1, 5 A major issue of clinical interest inherent in the co-morbidity is to delineate the predisposing or causal factor among the two disorders. Alcohol use has been postulated by some authors to be a predisposing/causal factor to depression while others are of the view that depression underlies majority of cases of alcohol use disorders. 1, 6, 7 Till date there is no clear consensus among researchers on the nature of the relationship. Co-occurrence of depression in those with problematic use of alcohol may lead to a pattern of self-medication of depressive symptoms with alcohol, increased rate of relapse after treatment, high utilization of health services and risk of suicide. [8] [9] [10] Of significance is the gamut of social problems associated with alcohol which may be a factor contributing to the relationship with depression and vice-versa.
Whatever the nature of the causal relatedness, the implications for treatment are far more relevant. Failure to detect the co-morbidities by primary care or family physicians in history taking and diagnosis can bar these patients from adequate treatment and impact negatively on the prognosis. [11] [12] It can potentially divert treatment approaches away from the primary disorder.
Alcohol remains the commonest psychoactive substance used in Nigeria. 13 Reports have documented prevalence of alcohol-related problems especially among primary care patients . [14] [15] Depressive disorders have been reported to be of high prevalence in communities and primary health centers; however few studies have surveyed the prevalence of co-morbidity with alcohol in these settings. [15] [16] The lack of detection by clinicians in primary care setting poses significant problems in treatment, as failure to detect the co-morbidity can impact negatively on other medical disorders and deny accessibility to adequate treatment at tertiary health centers under mental health professionals. [17] [18] Sadly, in Nigeria, there is significant paucity of data available to family/primary physicians to highlight the need for increased suspicion and awareness among patients presenting at the Units. In such background, increased detection of and treatment of individuals with alcohol and depressive comorbidity will be an elusive goal in our health care system. Hence, the aim of this study was to assess the presence of depression in patients with problematic alcohol use presenting at the General Out-patient clinic and the ability of the physician to detect such disorders.
II. Methodology
Setting The study was carried out at the General Outpatient Unit of the Olabisi Onabanjo University Teaching Hospital Sagamu, Ogun State, southwest Nigeria. The General Outpatient unit doubles as a primary care and referral Centre from various health facilities from within and outside Ogun state, Nigeria. The unit runs a regular consulting clinic five days a week from Mondays to Fridays supervised by 2 consultant family physicians with the help of many residents -in-training. The clinics are usually well attended and attendees usually pay a token for registration and medication. The General Outpatient unit serves as an entry point for the Hospital and referrals are done to other units of the hospital if specialist attention is needed. Study design and Procedure It was a cross-sectional descriptive survey done over a period of eight weeks. Consecutive and voluntarily consenting patients attending the clinic who were aged 18 years and above were recruited from all the clinic days after their respective consultation with primary care physicians in the General Outpatient Clinic. Approval of the Ethical Committee of the Olabisi Onabanjo University Teaching Hospital was obtained.
Before commencement, the patients were briefed about the purpose of the interview before administration of the questionnaires. Patients who did not give voluntary consent and those who were not mentally and physically able to sustain an interview session were all excluded. Anonymity was assured. Trained volunteer resident doctors were used to administer the instruments and to help participants who were limited in English. Moreover, the hospital number, complaints and diagnosis made by the physicians as indicated in the case notes were noted for each participant.
The survey was done in two phases. The initial phase was used to screen all participants for problematic alcohol use and create a subset of participants who met the criteria for problematic alcohol use suitable for the next phase. Those that met the criteria for problematic alcohol use were further recruited for the second phase. The second phase involved screening for significant symptoms of depression among those with problematic alcohol use. Study instruments 1) A well-designed socio-demographic and socio-economic questionnaire was used to elicit demographic variables such as age, sex, religion, marital status, tribe, educational status, occupation. Additionally, participants were asked to identify areas that cause much worries and concern in their lives.
2) Patient Health Questionnaire
Patient Health Questionnaire (PHQ) is a self-report scale derived from Primary-Care Evaluation of Mental Disorders. 19 (PRIME-MD) which is standardized with demonstrated diagnostic performance (sensitivity of 83%, specificity of 88%, and positive predictive value of 89%) for the diagnosis of any psychiatric disorder in primary health care. The instrument is designed for use in primary care and was the first to diagnose specific disorders using Diagnostic and Statistical Manual of Mental Disorders-Fourth Edition (DSM-IV). PHQ has diagnostic validity comparable to the original clinician administered and easy to use than PRIME -MD. PHQ has been variously used in different surveys in Nigeria. The section focusing on alcohol use was used to screen participants in the first phase while the section on depression was used to screen participants for depressive symptoms.
Data Analysis
Analysis was done with statistical package for science and social science version 16. Sociodemographic and socio-economic data was presented using frequency tables and descriptive statistics. Simple cross-tabulation was also used to compare presence of clinical depression across socio-demographic characteristics of respondents.
III. Results
Socio-demographic characteristics (table 1) Out of 672 that were voluntary participants in the study, a total of 209 (31.1%) met the criteria for problematic alcohol use. The ages of the participants ranged from 23-90. Mean age was 54.0±19.7years. Majority were males (82.8% n=173). Almost all the participants were employed (95.7%) while close to threequarters were married (73.2%). More than a quarter of them (27.3%) had up to 12 years of education.
Presence of Depression among Participants with Alcohol Use Problems (table 2) Out of 209 participants with alcohol use problem, 65 (31.1%) met criteria for depressive disorder. The females (66.7%) tend to be more depressed compared with their male counterparts (23.1%) with alcohol problem (x2 = 13.168; p = 0.000). Those that were unemployed (88.9%) compared with those with employment (28.0%) were significantly depressed (x2 = 9.360; p = 0.002). The participants that were married (36.8%) compared with those that were single, separated or divorced (16.1%) were more depressed (x2 = 4.887; p = 0.027). Sources of stress among participants with problematic alcohol use (table 3) Areas of high concern were with health, finances and stress at workplace. Majority of participants (95.7%) reported being bothered about their health, about three-quarter (76.6%) were bothered about their finances, while 73.2% were bothered about stress at their workplaces. Only a minority (3.8%) saw their alcohol drinking as a source of stress. Physician's recognition of psychopathology Physicians were able to make diagnosis relating to psychopathology in 40 (19.1%) of the 209 participants with alcohol problems (11.5% neurotic disorders, 7.7% insomnia).
IV. Discussion
Our study highlighted the prevalence of problematic use of alcohol among patients presenting at the General Outpatient unit. Complaints about alcohol use rarely forms the basis for consultation in such units. About a third (31.1%) of the total number of participants surveyed had significant problems with alcohol as assessed by the Patient Health Questionnaire. Expectedly, none of the participants presented with complaints of alcohol at the General Outpatient Unit. Males made up more of the participants, as they are often at risk in alcohol use disorders. 20 Apart from the sex distribution, alcohol-related problems were more prevalent in those who were married, unemployed and with lower years of educational attainment. The socio-demographic distribution is similar to the findings of an earlier study in East Africa. 1 The occurrence of clinically significant depression among participants who reported problems with alcohol use in our study was 31.1%. Prior studies have often reported an association with depression with greater risk with increasing use of alcoholic beverage. 3, 6 The rate of depression among our participants falls within the usual range of 16-68% as found in most studies. 21 Comparatively, the rate of depression among our participants was much higher than the estimated rate among the general populace in Nigeria. 22 Our finding is consistent with earlier studies that reported clinically significant depression as a common co-morbidity among patients with alcohol-use problems. More obvious from our study is that such co-morbidity is quite prevalent (about a third) among patients presenting at the General Outpatients Units.
Across socio-demographic variables, depression was significantly higher in females (66.7%) than males ((23.1%). Although it is known that females have a lower risk developing alcohol problems, females who develop such alcohol problems have a higher risk of developing psychopathology than males who have problems with alcohol. 23 Previous surveys among subjects with alcohol-related problems, reported higher rate of depression among females and they are more prone to use Government Health Facilities than males with similar problem. 23 Those who were married had significantly higher rate of depression than those who were single or never married(36.8%). This may be due to conflicts in marital relationship that can result due to alcohol abuse with consequent negative impact on mental health. 24 Also, the unemployed had higher rate of depression than those with employment. Understandably, unemployment can give rise to socio-economic difficulties, and abusing alcohol might be seen as some as a way of reliving such difficulties.
Importantly, participants related socio-economic issues that were very stressful to their lives. Health worries, finances and stress at workplace were notable areas of much concern. Among all these social issues, concern about their health was quite predominant. Obviously, Social stress has long been an associated consequence of problematic use of alcohol. Problematic alcohol use creates difficulties within the individual's social milieu, and has been linked to social stress and problems in all these areas of concern as reported by the participants. 25 Alcohol abuse fuels a web of interlinked social consequences to the individual and the society at large. These social concerns should be explored in patients with alcohol problems as they may be significant factors to the co-morbidity with depression.
Attending physicians diagnosed Neurotic disorders among 11.5% of participants and insomnia in 7.7% of participants. Not surprisingly, however, there was no diagnosis of alcohol use problems with depressive comorbidity made by the attending physicians among the participants in our study. The poor rate of detection could be attributable to the fact that patients rarely volunteer information about their use of alcoholic beverages probably due to avoidance of social stigma and self-denial. They are more likely to present when there is significant major health and social issues. 17, 26 Additionally, most physicians rarely screen for alcohol use problems and associated psychological morbidities due to a variety of factors such as insufficient time for such interviews, diagnostic methods, lack and paucity of knowledge on alcohol use disorders and screening instruments in primary care settings., 17, 27 The failure to detect alcohol-related co-morbidity in General Outpatient Units by attending physicians creates a large void that excludes a significant number of patients who could benefit from specialist treatment services and early intervention. Increasingly, studies have favored early detection and intervention in treatment of alcohol-related co-morbidities which can be hampered by the low rate of recognition by attending healthcare workers and physicians in primary care settings. Although we acknowledge the limitation of study in not exploring other multiple factors in relationship with the co-morbidity and tendency for patients to under-report, however, our study brings to the fore the need to explore socio-economic issues when attending to patients with significant alcohol-related co-morbidity with depression.
Conclusively, there is a need for screening for co-morbidity of depression with alcohol by primary care physicians in General Outpatient Units due to high rate of patients with such problems. Furthermore, screening will help in early intervention and consequent treatment. Use of self-report instruments such as the PHQ, can help family physicians working in General outpatient units to make early detection and treatment. 
